  Marvin R. Nelson D.D.S.  PS
209 Dayton St., Ste 101 ● Edmonds, WA  98020 ● (425) 775-7325

PATIENT REGISTRATION
	LAST NAME                                                                                 FIST NAME                                                           .
ADDRESS                                                                          CITY/STATE                                       ZIP                       .

HOME PH#                                                        CELL#                                             WORK#                                    .
DOB                             SS#               -       -                         SEX    M    F             MARITAL STATUS     S  M  D  W   .

NAME OF RESPONSIBLE PARTY                                                                            RELATIONSHIP                          .

REFERED BY                                                                                                                                                           .

INSURANCE
PRIMARY:                                                                              SECONDARY:
INS. NAME                                                                             INS. NAME                                                                 .

ADDRESS                                                                              ADDRESS                                                                   .
CITY                               STATE               ZIP                         CITY                                 STATE             ZIP              .
EMPLOYER                                        GROUP#                      EMPLOYER                                     GROUP#              .

EMPLOYEE NAME                                                                 EMPLOYEE NAME                                                      .

EMPLOYEE ID#           -       -            DOB                             EMPLOYEE ID#           -      -            DOB                   .


DENTAL HISTORY
YES   NO

□    □   Are you apprehensive about dental treatment?

□    □   Have you had problems with previous dental treatment?  Explain: 





□    □   Do you gag easily?
□    □   Does food catch between your teeth?

□    □   Do you have difficulty chewing your food?

□    □   Do you chew on one side of your mouth?
□    □   Do you avoid brushing any part of your mouth because of pain?
□    □   Do your gums bleed easily?

□    □   Do your gums feel swollen or tender?

□    □   Have you ever noticed slow healing sores in or about your mouth?

□    □   Are your teeth sensitive to: (circle) hot, cold, sweet, sour?
□    □   Do you take fluoride supplements?

□    □   Do you prefer to save your teeth?

□    □   Do you want complete dental care?
□    □   Does your jaw make noise on opening or chewing?
□    □   Do you clench or grind your teeth?

□    □   Do your jaws ever feel tired?

□    □   Do you have earaches or pain in front of the ears?

□    □   Do you have any jaw symptoms or headaches upon awaking?
□    □   Do you have a temporomandibular disorder (TMJ, TMD)?

□    □   Are you aware of an uncomfortable bite?

□    □   Have you had a head or neck injury?

□    □   Have you had orthodontic treatment?
□    □   Periodontal disease (pyrrhea)?

□    □   Periodontal treatment of any kind?  Please explain:
 






□    □   Have you had swelling in the roof of your mouth?                

QUESTIONS REQUIRING A WRITTEN ANSWER
How often do you brush? 












Do you use any of the following: □dental floss, □interdental stimulators, □water jet device, □disclosing tablets
When was your last dental visit? 











When was your last professional dental cleaning? 










When was your last dental x-ray taken? 










List you main dental complaint(s):











Marvin R. Nelson D.D.S.
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MEDICAL HISTORY FORM

	LAST NAME                                                         FIST NAME                                                  DATE                        .

DOB                                                SEX      M     F              HEIGHT                              WEIGHT                             .

IF YOU ARE COMPLETING THIS FORM FOR ANOTHER PERSON, WHAT IS YOUR RELATIONSHIP TO THAT PERSON?                                                                                                                                                                 .


*** Your answers are for our records only and will be considered confidential.  
PLEASE √ YES OR NO, AND CORRECT RESPONSE IF IT APPLIES.  PROVIDE WRITTEN ANSWERS WHERE NEEDED.

YES   NO

□    □   Are you in good health? 











□    □   Has there been any change in your general health within the past year? 





□    □   My last physical examination was on










□    □   Are you now under the care of a physician?










    The name, address, and phone # of my physician







    
    














□    □   Have you had any serious illness, operation, or been hospitalized in the past five years?


    If so, what was the illness or problem?










□    □   Have you had any serious trouble associated with any previous dental treatment? 



□    □   Are you wearing removable dental appliances? 








Are you taking any of these medicines currently or within the last 12 months?

YES   NO

□    □   Antibiotics 













□    □   Sulfa













□    □   High blood pressure medicines










□    □   Tranquilizers or sedatives











□    □   Diabetes drugs (like Insulin, Orinase or similar)








□    □   Aspirin













□    □   Heart medicines












□    □   Nitroglycerine












□    □   Cortisones, hormones, or steroids










□    □   Bisphosphonates (like Boniva, Fosamax, or similar)







□    □   Any other types of prescription medicines









□    □   Any non-prescription medicines (herbal, etc.)









Do you have or have you ever had any of the following diseases or problems?

YES   NO

□    □   Heart trouble 












□    □   Heart attack













□    □   Artificial or damaged heart valves










□    □   Rheumatic heart disease (rheumatic fever)








□    □   Heart murmur












□    □   Angina













□    □   Coronary insufficiency











□    □   Coronary occlusion












□    □   Arteriosclerosis












□    □   Stroke













□    □   Prolapsed mitral valve











□    □   Congenital (inborn) heart defects











□    □   Scarlet fever













□    □   High blood pressure











□    □   Low blood pressure












□    □   Do you have chest pain upon exertion









□    □   Are you ever short of breath after mild exertion or when lying down





□    □   Do your ankles swell











□    □   Do you have a cardiac pacemaker










□    □   Allergy, hives, skin, rash, hay fever









□    □   Sinus trouble
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YES   NO
□    □   Asthma













□    □   Do you suffer from spells of dizziness









□    □   Seizures













□    □   Persistent diarrhea or recent weight loss









□    □   Diabetes













□    □   Hepatitis, jaundice, or liver trouble









□    □   Have you ever had blood test for hepatitis









□    □   Have you ever been vaccinated for hepatitis








□    □   HIV positive, or tested HIV positive









□    □   AIDS















□    □   Thyroid or parathyroid disorders










□    □   Respiratory problems, emphysema, bronchitis, etc.







□    □   Arthritis or painful swollen joints










□    □   Stomach ulcers, or hyperacidity










□    □   Duodenal ulcer












□    □   Hiatal hernia












□    □   Special diet














□    □   Kidney trouble 












□    □   Kidney treatment












□    □   Tuberculosis












□    □   Persistent cough or cough that produced blood








□    □   Persistent swollen glands











□    □   Herpes: labialis (cold sores), or genital









□    □   Sexually transmitted diseases










□    □   Epilepsy or other neurological diseases









□    □   Problems with mental health, or psychiatric treatment







□    □   Cancer or tumors












□    □   Radiation treatment











□    □   Problems of the immune system











□    □   Artificial joints, bone pins, screws, or plates








□    □   Abdominal bleeding












□    □   Blood transfusion












□    □   Do you bruise easily











□    □   Blood disorders (anemia, etc.)










□    □   Do you wear contact lenses










□    □   Any disease, condition, or problem not listed above that you think I should know about?



□    □   (Male) Prostate disorder











□    □   (Female) Are you pregnant?  Due date:









□    □   (Female) Do you anticipate becoming pregnant?








□    □   (Female) Are you nursing?











□    □   (Female) Have you reached menopause?  Do you have any symptoms?





□    □   (Female) Are you taking contraceptives or other hormones?






□    □   (Female) Past menopause?












are you allergic to or have you had a reaction TO?

YES   NO

□    □   Anesthetics (local or dental)










□    □   Antibiotics (penicillin, or other)










□    □   Sulfa drugs













□    □   Barbiturates, sedatives, or sleeping pills









□    □   Aspirin













□    □   Narcotics (pain killers)











□    □   Other medicines or drugs












I certify that I have read and understand the above.  I acknowledge that my questions, if any, about the inquires set forth above have been answered to my satisfaction.  I will not hold my dentist, or any other member of his/her staff responsible for any errors or omissions that I may have made in the completion of this form.

Patient/Parent/Guardian Signature 







 Date 




Staff Signature 



         





 Date 
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FINANCIAL OPTIONS & PAYMENT ARRANGEMENTS

Taking care of you and your family is our highest priority.  That is why, when it comes to talking about finances, our goal is to offer convenient payment options while at the same time maintaining the high standard of comprehensive dental care that our patients deserve.  After the initial/periodic exam, we will provide you with an estimate of your total treatment costs. Please understand that treatment needs can change for a variety of unforeseen reasons during the course of the original treatment plan, which will affect your financial estimate.  Our goal is to help you afford your dental choices.

In our continuing efforts to provide quality dental services in a timely and affordable manner, we are finding it necessary to have a broken appointment policy.  An appointment is considered broken for one or more of the following reasons:

1. Failure to show up for a scheduled appointment.

2. Canceling an appointment without giving at least 24 hour notice.

3. Arriving 15 or more minutes late for your appointment, which may result in rescheduling.

The broken appointment fee is $60 per patient, and we will make every effort to contact each patient by phone one business day before a scheduled appointment as a courtesy.

PAYMENT OPTIONS

□  Plan A:  Payment as Services are Rendered

Payment in full on the day of each visit by cash, check, credit or debit card (Visa/MC).  To demonstrate our appreciation for patients who are prompt with full payment, we will offer a 5% reduction of the total fee for services not covered by dental insurance.  If you are a senior citizen (65+), we also offer an additional 5% reduction for services not covered by dental insurance.

□  Plan B:   Payment within 30 days

We are happy to bill you for services provided.  Payment in full is due within 30 days of the treatment for services not covered by dental insurance.  Please remember, we accept cash, check, credit or debit card (Visa/MC).

□  Plan C:  Insurance Coverage

Our goal is to help you maximize your dental insurance benefits.  As a courtesy, we are happy to bill your dental plan for services.  Please remember that the contract itemizing your dental benefits is between you, your employer, and your insurance carrier.  If your dental plan does not pay within 60 days of treatment, you must pay any outstanding balance and seek reimbursement from your dental plan.  Also remember that dental insurance plans are not designed to cover all of your dental needs.  Rather, the amount your dental plan contributes towards your dental care is based on the plan selected and purchased by your employer.
□  Plan D:  Payment Plan

Payment can be made in installments for extensive treatment for patients who are established with the practice and have a proven credit history.  You can begin your treatment with an initial down payment.  The remaining balance can be divided into monthly payments.  We are happy to work with you to offer the most affordable payment option for your treatment.   Please see our receptionist prior to treatment for more details.

Upon approval:  Initial down payment 

%   or  $
           , then $
      per month till paid off.

I have chosen option 


 (above) and accept full financial responsibility for this account and for all dentistry performed upon my dependents in this dental office.  I understand that it is up to me to confirm my insurance eligibility, waiting periods, and benefits.  I also understand that this office cannot guarantee my insurance status in any of these areas.  Any insurance estimate or information given to me by this office is not a guarantee of actual insurance payment.  I also understand that any insurance claim not paid in full after 60 days will become by responsibility to pay at that time, and the balance over 60 days is subject to 1.5% monthly finance charge.

Print Name 



        

  DOB 

     SS#         -       -
    Date 



Patient Signature 




 Staff Signature 


         
Date 


Marvin R. Nelson D.D.S.
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STATEMENT OF PRIVACY PRACTICES
We, at Marvin R. Nelson, DDS, are dedicated to protect the privacy rights of our patients and the confidential information entrusted to us.  The commitment of each employee to ensure that your health information is never compromised is a principle concept of our practice.  We may, from time to time, amend our policies and practices but will always inform you of any changes.
PROTECTING YOUR PERSONAL HEALTHCARE INFORMATION

We use and disclose the information we collect from you only as allowed by the Health Insurance Portability and Accountability Act and the state of Washington.  This includes issues relating to your treatment, payment, and our dental care operations.  Your personal health information will never be otherwise given to anyone – even family members – without your written consent.  You, of course, may give written authorization for us to disclose your information to anyone you choose, for any purpose.

Our office and electronic systems are secure from unauthorized access and our employees are trained to make certain that the confidentiality of your records is always protected.  Our privacy policy and practices apply to all former, current, and future patients, so you can be confident that your protected health information will never be improperly disclosed or released.
COLLECTING PROTECTED HEALTH INFORMATION

We will only request personal information need to provide our standard of quality dental care, implement payment activities, conduct normal dental practice operations, and comply with the law.  This may include your name, address, telephone numbers, social security number, employment data, medical history, health records, etc.  While most of the information will be collected from you, we may obtain information from third parties if it is deemed necessary.  Regardless of the source, your personal information will always be protected to the full extent of the law.
DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION

As stated above, we may disclose information as required by law.  We are obligated to provide information to law enforcement and governmental officials under certain circumstances.  We will not use your information for marketing purposes without your written consent.

We may use and/or disclose your health information to communicate reminders about your appointments including voicemail messages, answering machines, and postcards.
PATIENT RIGHTS

You have a right to request copies of you healthcare information; to request copies in a variety of formats; and to request a list of instances in which we, or our business associates, have disclosed your protected information for uses other than stated above.  All such requests must be in writing.  We may charge for your copies in an amount allowed by law.  If you believe your rights have been violated, we urge you to notify us immediately.  You can also notify the U.S. Department of Health and Human Services.

We thank you for being a patient at Marvin R. Nelson, DDS.  Please let us know if you have any questions concerning your privacy rights and the protection of your personal health information.
	ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I acknowledge that I have received a copy of the Notice of Privacy Practices for the offices of Marvin R. Nelson, DDS.  The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that might occur in my treatment, payment for services or in the performance of office’s health care operations.  The Notice of Privacy Practices also describes my rights and the responsibilities and duties of this office with respect to my protected health information.  The Notice of Privacy Practices by requesting that one be mailed to me.

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures described in the Notice of Privacy Practices, I hereby specifically authorize disclosure of my protected health care information to the persons indicated below.

YES   NO

□    □   ANY MEMBER OF MY IMMEDIATE FAMILY
□    □   SPOUSE ONLY
□    □   OTHER (please specify): 

         








Patient’s Name                                                                   Patient’s Signature












 Date 




(PRINT) Name and Description of Personal Representative                     
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